OMB Control No. 2900-0104
Respondent Burden: 30 Mins.

1. FILE NUMBER

\,‘VL\ Department of Veterans Affairs C-

REPORT OF ACCIDENTAL INJURY
IN SUPPORT OF CLAIM FOR COMPENSATION OR PENSION

2. FIRST, MIDDLE, LAST NAME OF VETERAN AND ADDRESS
. . INSTRUCTIONS

Read carefully and answerquestionsfully. If
answeris "No" or "None," so state.Pleaseype
or print, or write plainly.

After completion, return this form to the
Department of Veterans Affairs office
processing your claim.

Call VA at 1-800-827-1000for help in filling
out this form or with any questions.

SECTION | - CIRCUMSTANCES OF ACCIDENT

3A. DATE AND TIME OF ACCIDENTAL 3B. PLACE OF ACCIDENT (Identify location,suchashousenumber street,intersectionspameor numberof public highway,name
INJURY of nearest city, if applicable, name and location of military post, foreign city and country, (if applicable)

4A. DID THE ACCIDENT OCCUR WHILE  |4B. MILITARY ORGANIZATION 4C. AT TIME OF THE ACCIDENT, WERE YOU ON MILITARY DUTY, AUTHORIZED
YOU WERE IN THE ARMED FORCES? OF WHICH YOU WERE A PASS OR LEAVE, ABSENT WITHOUT LEAVE, ETC.? (Explainfully)
MEMBER
(If "Yes,"
complete
Items 4B and
[Ives [Jno 40)

I5A. WERE ALCOHOLIC INTOXICANTS, 5B. EXPLAIN FULLY ANSWER TO QUESTION IN ITEM 5A
NARCOTICS, DRUGS OR
MISCONDUCT OF ANY KIND ON THE
PART OF PERSONS CONCERNED
INVOLVED IN THIS ACCIDENT?

(If "Yes,"

complete
[Ives [Ino ItempSB)

6A. DID CIVILIAN OR MILITARY POLICE 6B. FULL NAME AND COMPLETE MAILING ADDRESS OF CIVILIAN POLICE AND/OR MILITARY POLICE WHERE SUCH
MAKE REPORT OF THE ACCIDENT? REPORT MAY BE FILED

(1 e
complete
[Ives [Ino ItempGB)

7. FULL NAME AND MAILING ADDRESS OF THE PERSON IN WHOSE NAME THE REPORT WAS FILED

18. FULL DESCRIPTION OF HOW THE ACCIDENT OCCURRED, INCLUDING INJURIES YOU RECEIVED (If thiswasatraffic accidentcompletealsoltems9 through24, Sectionll.
Complete Section Il for any type of accident)

SECTION Il - REPORT OF TRAFFIC ACCIDENT

INSTRUCTIONS:Identify onevehicleasthe "first vehicle". If anothervehiclewasinvolved in the accident,dentify it asthe "secondvehicle”. If
you were riding in a vehicle involved in the accident, identify it as the "first vehicle".

9. TYPE OF FIRST VEHICLE 10. TYPE OF SECOND VEHICLE 11A. WERE YOU? 11B. IN WHICH VEHICLE WERE YOU?
(i any) []orIVER [ ] PASSENGER
VA FORM 2 1_4176 EXISTING STOCKS OF VA FORM 21-4176,

FEB 1997 JAN 1994, WILL BE USED.



12. IF PASSENGER, GIVE SEAT POSITION 13. IF PEDESTRIAN, WHAT WAS YOUR POSITION IN RELATION TO VEHICLE(S)?

14. DIRECTION OF TRAVEL OF FIRST VEHICLE 15. DIRECTION OF TRAVEL OF SECOND VEHICLE (If any)

16. APPROXIMATE SPEED OF FIRST VEHICLE 17. APPROXIMATE SPEED OF SECOND VEHICLE (If any)

18. WHAT WERE YOU DOING PRIOR TO AND AT TIME OF ACCIDENT?

19. TYPE OF ROADWAY (Concreteasphaltetc.) 20. CONDITION OF ROADWAY (Wet,dry, icy, etc.)

21. TRAFFIC CONTROLS (Traffic lights, roadsigns,obstructiongtc.)

22. WEATHER CONDITIONS (Clear,rain, snow,fog, etc.) 23. LIGHT (Dawn,daylight,dusk,darknesswith artificial light, darknessvith no light)

24. OTHER PERTINENT DETAILS

SECTION Ill - ALL ACCIDENTS (To becompletedor anytype of accident)

25. WITNESSES TO ACCIDENT (Typeor print)

FULL NAME OF WITNESS MAILING ADDRESS Numberandstreetcity, StateandZIP Code)

26. HISTORY OF TREATMENTS (Typeor print)

TREAT- FULL NAME OF DOCTOR OR HOSPITAL MAILING ADDRESS DATE
MENT FURNISHING TREATMENT (Number and street, city, State and ZIP Code) TREATED

FIRST
AID

SECOND

THIRD

CERTIFICATION: | hereby certify that the entries made herein are true and correct to the best of my knowledge and belief.

27. SIGNATURE OF VETERAN OR FIDUCIARY 28. DATE

) WITNESSES TO SIGNATURE OF VETERAN IF MADE BY "X" MARK _
NOTE: Signaturemadeby mark mustbe witnessedoy two persondo whomthe veteranis personallyknownandthe signaturesaindaddressesf the
witnesses must be entered below.

29A. SIGNATURE OF WITNESS 29B. ADDRESS OF WITNESS (Numberandstreetcity, StateandZIP Code)

30A. SIGNATURE OF WITNESS 30B. ADDRESS OF WITNESS (Numberandstreetcity, StateandZIP Code)

PENALTY: Thelaw providesseverepenaltieswhich includefine or imprisonmentor both, for the willful submissiorof any statemenbr evidence
of a material fact, knowing it to be false.

PRIVACY ACT INFORMATION: No allowanceof compensatioror pensionmay be grantedunlessthis form is completedfully asrequiredby existing law (38
U.S.C.chaptersl1 and15). Theresponsegou submitareconsiderectonfidential(38 U.S.C.5701). Theinformationrequestedy this form is consideredelevantand
necessaryo determinemaximumbenefitsunderthelaw. Theinformationsubmittedmay be disclosedoutsideVA only if the disclosurds authorizedunderthe Privacy
Act, including the routine usesidentified in the VA systemof records,58VA21/22, CompensationPension Educationand RehabilitationRecords- VA, publishedin
the Federal Register.

RESPONDENTBURDEN: VA may not conductor sponsorandrespondents not requiredto respondo this collectionof informationunlessit displaysa valid OMB
Control Number. Public reporting burdenfor this collection of information is estimatedto average30 minutes per responsejncluding the time for reviewing
instructions,searchingexisting datasources gatheringand maintainingthe dataneeded,and completingand reviewing the collection of information. If you have
commentsregardingthis burdenestimateor any other aspectof this collection of information, call 1-800-827-100Cfor mailing information on whereto sendyour
comments.




